although it is much too early to declare it a success. The structure and content of the course are summarized in Table 2 . The course is presented as fifteen lectures and five practical classes which comprise opportunities to present data by tabular and graphical methods, to calculate means and standard deviations, and to calculate the standard error of a mean and to consult tables of the normal integral and of 't'.
At this stage we doubt whether there is anything to be gained by attempting a more ambitious curriculum. The few students with the inclination and aptitude to go further may be offered additional optional courses or may be advised on reading matter.
Population Biology
This theme does not seem to find a place in many preclinical curricula in our medical schools. In some courses the subject of human genetics is introduced, but the treatment is frequently confined to cytogenetics and epigenetics, and taught in the rather narrow context of embryology or the physiology of reproduction. I have no experience of actually giving a course in population biology but have given thought to its appropriate content.
A suitable course would include an introduction to the methods and main findings of demography, and would illustrate these with particular reference to the changes in the population of our own country in recent centuries. It would also deal with the variability of basic human anatomical and physiological characteristics such as height, weight, intelligence, age at puberty, blood groups, &c. During this course it would be useful to extend the treatment of human genetics into the population field and to discuss the principles influencing selection and survival, adaptation to environment, and evolution. If, possible, the course would relate to similar themes within the context of the course in physiology, particularly concerning nutrition and development. There would be distinct advantages in presenting these subjects as a coherent course, and the natural department within the medical school to accept responsibility for such a course would be the department of social medicine. In many medical schools departments of social medicine accept responsibility for the whole of the teaching in human genetics and thereby include topics such as cytogenetics which are, of course, not directly part of the academic discipline of social medicine.
The three principal themes considered in the foregoing provide a basis for the later development of the main topics of social medicine, which will be more profitably dealt with in the clinical years when the student has acquired more insight into the nature of human morbidity and the scope of the services and professional activities concerned with its containment. What Should be Taught? It is unfortunate that the title of this symposium carries with it a risk of adding to the terminological confusion which, if not created by the Report of the Royal Commission on Medical Education, has certainly been aggravated by it. Are the words 'social' and 'community' synonymous so that we are dealing with only one subject, or are there two subjectssocial medicine and community medicine? If there are two subjects, are they separate and distinct disciplines or is one merely a subdivision of the other?
To most of us in academic departments this is old stuffan account of battles long ago. But it is all too evident that outside academic circles there is still a great deal of confusion, and in this respect the Royal Commission has done our subject (or group of subjects) a disservice. I will make my own position clear by saying that I am in general agreement with the statement about the scope and content of social medicine and the undergraduate teaching responsibilities of academic departments madeto the Royal Commission by the Society for Social Medicine (1966, Brit. J. prev. soc. Med., 20, 153) , to whichmostofthoseengaged in teaching and research in the subject belong. Briefly, academic social medicine is concerned with (a) epidemiology, which may be defined as the study of the distribution and determinants of the prevalence of disease in defined populations, and (b) the study of the medical needs of communities, societies or populations. Clinical medicine is concerned with the medical problems and medical needs of individuals. Social medicine is concerned with the medical problems and medical needs of populations.
The disservice done by the Report of the Royal Commission is to confuse the issue by describing this subject as 'community medicine', for it seems clear that by this term the Commissioners meant very much what members of academic departments mean by social medicine: 'Community medicine is the speciality practised by epidemiologists and by administrators of medical services ... and by the staffs of the corresponding academic departments. It is concerned not with the treatment of individuals but with the broad questions of health and disease in, for example particular geographical and occupational sections of the community and in the community at large' (paragraph 133 of the Report). And 'the main elements in the professional education and training of the specialist in community medicine are . . .epidemiology, statistics, medical sociology, operational research and the organization of Section ofMedical Education medical care and administration or management' (paragraph 137 of the Report).
There may perhaps be some ambiguity in the term 'social medicine': to teachers of the subject it means the study of the medical problems and needs of societies, but to some clinicians it still means medical sociology or, even more narrowly, a concern for the social aspects of individual cases. There is, however, a much greater ambiguity in the term 'community medicine'. To the Royal Commission it evidently meant the study of medicine in relation to communities, but to many doctors, including some in academic departments, it means the practice of medicine in the community (i.e. outside hospital). For this reason I believe that we should continue to call our academic discipline social medicine.
Against this background the topics that I consider should be covered in the undergraduate teaching of social medicine will be listed under two headings: (a) Epidemiology, (b) Services.
Epidemiology
(1) The principles underlying the epidemiological method: descriptive studies of the distribution of diseases or disabilities in a population; the formulation of hypotheses to explain the distribution; and planned retrospective and prospective observational studies, or controlled epidemiological experiments, to test the hypotheses.
(2) A discussion of the problems associated with the design and interpretation of epidemiological studies: interand intra-observer variation; instrumental variation; sources of bias; interpretation of observed correlations, &c.
(3) An appraisal of what has so far been achieved in the control of mortality and morbidity in this and other countries, with an assessment of the relative importance of the contributions made to the decline of mortality by improvements in nutrition, housing, environmental services, working conditions, education, the provision of the personal health services and advances in preventive and therapeutic medicine. (4) The effect that the control of mortality and disability from the communicable and nutritional diseases has had upon the size of the population, its age structure, and the nature and magnitude of the disease problems now facing medicine. (5) A more detailed presentation of the epidemiology of some of the major communicable and noncommunicable diseases, such as tuberculosis, ischiemic heart disease and cancer of the lung.
Services
(1) How our medical and social services are now organized and administered and how this reflects their historical origins and their development.
(2) The organization, availability and shortcomings of contemporary services in relation to the medical and social needs of various subdivisions of the population (children, the aged, industrial workers, the handicapped, &c.).
(3) The influence of a rising standard of living, better education, smaller family size and increasing social and geographical mobility on the pattern of medical need and the demand for medical services.
(4) The economics of health and welfare, the problem of priorities and of the evaluation of the quality and effectiveness of services.
That, in brief, indicates what I consider to be the scope of undergraduate teaching in social medicine. And most teachers would, I think, agree in principle with my outline of what should be taught. It is a much more difficult matter to say how much time should be devoted to the different topics, and when, how, where and by what types of teachers they should be taught. I would merely like to refer to two difficulties inherent in the teaching of our subject, difficulties which have a bearing on some of these problems.
The first difficulty relates to the fact that some of our teaching, particularly that part of it concerned with the economics of health and welfare, the organization and availability of services and the problems of priorities and of the evaluation of services, demands considerable knowledge and some experience of clinical practice before it can be properly understood. The epidemiology of the major diseases can be taught early in the clinical years, alongside pathology and microbiology, but the teaching concerned with services should come much later, when the student has had clinical experience not only in medicine and surgery but, equally important, in obstetrics, child health and psychological medicine. At present this is not always possible.
The second and greater difficulty is that medical students' interests are focused, rightly and understandably, on clinical medicineon the intellectual demands of bedside and laboratory diagnosis and on the emotional satisfaction of establishing a personal relationship with patients. This means that they will tend to regard social medicine as no more than marginal to their main interest. I do not believe, as some advocate, that we should attempt to combat this by teaching our subject wholly or mainly in the clinical situation. Bedside teaching in co-operation with the clinician responsible for the patient is certainly a useful way of illustrating service and epidemiological problems. But almost inevitably this will be largely concerned with the individual patient's social problems and the mobilizing of the appropriate services to deal with them. And, as the Royal Commission's Report points out, 'the social aspects of individual cases are now recognized to be the concern of every clinical teacher'.
It is perhaps true that as diagnostic and thera-6 peutic procedures increase in complexity some hospital doctors are paying less attention than they should to the social and psychological needs of their patientsthey provide scientific care at the expense of personal interest and psychological understanding. But it is out of place for us to attempt to remedy this at the bedside. Social medicine is complementary not supplementary to clinical medicine and we must develop our own teaching methodsseminars, group discussion, class exercises, family studies and clerkships in which students see the appropriate community services in action.
Methods
Dr Una Maclean (Department ofSocial Medicine, University of Edinburgh, Usher Institute, Edinburgh 9) Letting the Students do the Work: An Aspect of Audiovisual Aids to Teaching The Department of Social Medicine at Edinburgh University has lately been incorporating the production and presentation of videotapes into the undergraduate teaching programme. This has been made possible by an arrangement whereby Grampian Television has offered technical advice and studio facilities to teachers and has also provided a conveniently mobile system for playing back the tapes to students in different parts of the University.
The audience for which these tapes are intended are fifth year medical students who come for one term (sixty hours) of instruction in social medicine. Until recently the teaching took the conventional form of lectures, supplemented by projects and visits to places of interest. But the programme has recently been radically altered, so that students now enjoy small group teaching for most of the time, supplemented by a limited number of seminar discussions attended by no more than one-quarter of the class at any one time.
This method recognizes the impossibility of 'covering' the whole subject in the very limited time available and leaves a great deal to the discretion of individual tutors and to the choice of individual students.
One of the aims of teaching social medicine is a broadening of the students' viewpoint from the previous rather restricted clinical concentration upon individual ill persons in hospital beds to a realization of the multiple background influences which bear upon people's behaviour in health and in sickness. An effort is made to alert these doctors in training to the larger circumstances of their potential patients' lives.
Visits by groups of students to factories, homes and various institutions had been a timeconsuming exercise of dubious worth, since the people on the spot who showed the students round might have scant appreciation of their visitors' needs and special interests.
Television was seen to offer a means of bringing the outside inside and presenting patients in their natural setting, as it were, to larger groups of students than could hope to visit them without grossly disturbing what they saw. It could also allow various people with a special angle on a problem to give their views, which could then be repeatedly played back, thus avoiding the difficulty of recalling outside speakers to address undergraduates repeatedly. The tapes, once made, would supplement the small groups and seminar teaching, serving as an introduction to a topic which would then be followed up by the tutors. Further reading lists and opportunities to study the subject in depth would be offered to those particularly interested.
It was felt that medical students today were more mature than their predecessors and, raised upon a fairly continuous experience of the mass media both at school and at home, they might well find conventional teaching methods a disappointment.
So far three videotapes have been made. These have represented the lives of people who are at some special social disadvantage. The topics of these tapes (each running for 20-30 minutes) have been: (1) Social Inadequates, (2) Mental Defectives, (3) Disabled Women in the Community.
In the first tape, a short film was made of the social situation of someone living in Edinburgh's 'Skid Row'. This was then used as a basis for a studio discussion between representatives of different agencies for the control of deviant behaviour.
The second tape utilized an extract from the film 'Stress' to focus attention upon the size and nature of the problem facing society and individual families on account of mental subnormality.
The tape on disabled women was entirely a student venture. Twelve students spent some fifteen hours of their time on collecting and editing information on this topic. This involved not only the perusal of published and unpublished data but a series of tape-recorded interviews with disabled women. In addition the women were photographed at home and the photographic prints formed a visual background to much of the tape. Editor, script-writer, caption designer, producer, commentator and interviewers were all students. The group were obliged, from the outset, to think not only in terms of collecting information but how to present it in a compact and arresting manner to theircolleagues in the rest
